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Rehospitalisation within 30 days after an admission for
percutaneous coronary intervention (PCI) is common, costly,
and a future target for Medicare penalties. Causes of read-
mission after PCI are largely unknown.2. Methods and results
To illuminate the causes of PCI readmissions, patients with
PCI readmitted within 30 days of discharge between 2007
and 2011 at 2 hospitals were identified, and their medical
records were reviewed. Of 9288 PCIs, 9081 (97.8%) were alive
at the end of the index hospitalization. Of these, 893 patients
(9.8%) were readmitted within 30 days of discharge and
included in the analysis. Among readmitted patients, 341
patients (38.1%) were readmitted for evaluation of recurrent
chest pain or other symptoms concerning for angina,
whereas 59 patients (6.6%) were readmitted for staged PCI
without new symptoms. Complications of PCI accounted for
60 readmissions (6.7%). For cases in which chest pain or
other symptoms concerning for angina prompted the read-
mission, 21 patients (6.2%) met criteria for myocardial
infarction, and repeat PCI was performed in 54 patients
(15.8%). The majority of chest pain patients (288; 84.4%)
underwent 1 diagnostic imaging test, most commonly
coronary angiography, and only 9 (2.6%) underwent target
lesion revascularization.3. Conclusions
After PCI, readmissions within 30 days were seldom related to
PCI complications but often for recurrent chest pain. Read-
missions with recurrent chest pain infrequently met criteria
for myocardial infarction but were associated with high rates
of diagnostic testing.4. Perspective
The present study is a good analysis of the causes for early
readmissions (30-day) after PCI. Though there exist some
administrative claims databases categorizing readmission
discharge diagnoses1e3 there were very few studies using
detailed medical record reviews to characterize patient pre-
sentations for readmission, the care received or the associated
use of resources during this hospitalization.4
It was performed in 2 large academic medical centres. The
analysis found that nearly 10% of patients who underwent PCI
had a re-admission within 30 days. Of these, nearly 40% of
patients were readmitted for evaluation of chest pain and a
majority of these patients underwent coronary angiography.
However, the need for repeat revascularization was very low
(<3%). The incidence of 30-day readmission because of com-
plications of PCI also was relatively low. Vascular or bleeding
complications of PCI or stent thrombosis accounted for only
4.3% and 2.5% of 30-day readmissions after PCI, respectively,
which are the same as seen in an earlier study.1
Of the 22 patients with stent thrombosis, 21 presentedwith
immediately manifest high-risk features, such as ST-seg-
menteelevation myocardial infarction, cardiac arrest, or
ongoing ECG changes.
Two important observations from this study are: (1) pa-
tients with stent thrombosis generally demonstrate high-risk
features, and (2) chest pain patients have low rates of PCI and
low rates of myocardial infarction during readmission thereby
suggesting that many patients with low-risk chest pain or
other symptoms concerning for angina may be effectively
evaluated in the outpatient or observational setting.
However, the high frequency of 30-day readmission
because of chest pain or angina symptoms raises the possi-
bility that improvements in patient selection and PCI strategy
may result in improvements both in quality of care and in
reductions in costs within our health system.5
The authors have done well to propose an algorithm that a
hospital can use to potentially reduce short-term readmission
rates after PCI and also to prevent potential unnecessary
readmissions. This type of algorithm is amenable to both
outpatients and patients presenting to the emergency
department. Such an algorithm could entail, first, the rapid
clinical assessment of any patient with angina for signs and
symptoms consistent with stent thrombosis or myocardial
infarction, including ECG changes and elevated serum
troponin. Outpatients considered being at higher risk based on
typical symptoms or ECG changes would be referred to an
emergency department thereafter. All patients with stent
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troponin would be admitted to the hospital and treated
appropriately. Second, patients with reassuring initial ECG
and troponin could be evaluated by a cardiologist in the
emergency department before admission. Patients considered
low risk by the cardiologist based on history, physical exam-
ination, review of emergency room data, and the prior
angiographic images could be discharged directly.
Inmyopinion, PCI readmissions are quite common and are
due to a variety of reasons. Mostly it is for re-intervention in
other arteries (the so-called “staged PCI”). Only a few patients
are readmitted in our set-up for target vessel revasculariza-
tion because of PCI-related complications like stent throm-
bosis or ISR. Most of our patients have some atypical
symptoms like some chest pain or a sense of vibration after a
PCI, without any fresh ECG changes or a rise in cardiac en-
zymes. Such patients should be adequately counseled and
treated on OPD basis and re-admission should be avoided. Re-
admission and check angiography should be used judiciously
only in cases with high index of suspicion like patients having
typical class III angina, a positive TMT with class II angina or
fresh ECG changes or serial rise of cardiac enzymes. It is very
important to use available resources and to avoid unnecessary
procedures that too in patients in whom we are unlikely to
gain much from the procedure. Reducing readmissions for
low-risk chest pain after PCI has the potential to save sub-
stantial healthcare costs. Following and developing a proper
algorithm for evaluation of post-PCI patients presenting with
chest pain so that we do not miss out on any patient requiring
immediate attention like stent thrombosis and at the same
time avoiding unnecessary re-admissions is the need of the
hour.r e f e r e n c e s
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